Kaposi sarcoma is a neoplasm commonly associated with human herpesvirus 8 and HIV/AIDS. We present a 44-year-old African immigrant woman who presented to the emergency department after several months of abdominal pain. She was found to be HIV positive, and computed tomography demonstrated numerous lesions of the lungs, liver, and spleen, gastric wall thickening, and several lytic lesions of the spine. Fluoroscopyguided biopsy of a lytic lesion of the spine yielded the diagnosis of Kaposi sarcoma. AIDS-related Kaposi sarcoma with osseous involvement is rare, with approximately 30 cases reported in the literature. When osteolytic lesions are encountered in an HIV-positive patient, Kaposi sarcoma should remain in the differential. K aposi sarcoma (KS) is a neoplasm consisting of fi brosarcoma-like cells and capillaries and is commonly associated with human herpesvirus 8 and HIV/AIDS (1, 2). AIDS-related KS with osseous involvement is rare, with approximately 30 cases reported in the literature. We present an HIV-positive woman from East Africa with disseminated KS with several lytic lesions in the spine.
CASE REPORT
A 44-year-old female East African immigrant without signifi cant past medical history presented to the emergency department with several months of diff use abdominal pain, anorexia, and signifi cant weight loss. A computed tomography (CT) scan of the abdomen and pelvis demonstrated gastric wall thickening with numerous subcentimeter hepatic, splenic, and pulmonary lesions (Figure 1a, 1b) . Th ere were also small scattered lytic lesions in the thoracolumbar spine (Figure 1c ) compatible with metastatic disease with concern for a primary gastric malignancy. Endoscopic biopsy of the stomach revealed severe chronic gastritis but no evidence of malignancy. Additionally, the patient was found to be HIV positive. Brain magnetic resonance imaging (MRI) demonstrated abnormal bone marrow signal within the calvarium (Figure 2 ) that was also compatible with metastatic disease. An ultrasound-guided core needle biopsy of the liver lesions was unsuccessful due to the small size and location. A fl uoroscopy-guided core needle biopsy of the L1 lesion was successful and yielded a histologic diagnosis of KS (Figure 3 ). No cutaneous lesions were reported. Of note, the patient's CD4 count was 5 cells/μL and viral load was 2.5 million copies/mL. Th e patient was started on highly active antiretroviral therapy (HAART) prior to discharge. She is reportedly undergoing further therapy at an outside hospital.
DISCUSSION
KS is an angioproliferative mesenchymal neoplasm fi rst described by the Hungarian dermatologist Dr. Moritz Kaposi in 1872. Th ere are four major clinical variants of KS: 1) classic, 2) African endemic, 3) immunosuppression associated, and 4) AIDS-related. AIDS-related KS diff ers clinically from the classical and endemic variants (3). Classical KS typically presents with cutaneous involvement of the lower extremities and is predominantly seen in elderly men of Jewish and Mediterranean descent (4). AIDS-related KS is more widespread and aggressive. While KS can be seen at any stage of HIV infection, advanced disease with multifocal involvement usually occurs with a CD4 count <200 cells/μL (5).
AIDS-related KS is generally multifocal and most often involves the skin, oral mucosa, lymph nodes, gastrointestinal tract, lungs, liver, and spleen (5). Osseous involvement of AIDS-related KS is rare, but when it does occur, the axial skeleton is most often aff ected (5) . In a recent literature review of 66 patients with KS of the musculoskeletal system conducted by Caponetti et al, 27 patients had osseous KS of the AIDSrelated variant. Of these 27 patients, 22 had axial skeleton involvement, four appendicular, and one both. Of the 22 patients with axial skeleton involvement, 10 patients had involvement of the spine (6). It was previously recognized that osseous KS lesions are in general the result of contiguous invasion from a nonosseous lesion (7) . However, of the 10 cases of osseous KS involving the spine from the Caponetti et al literature review, there were no reports of extension from a nonosseous lesion (6) , which was also true of our case.
Radiographically, typical features of osseous KS include cortical erosion, osteolysis, and periosteal reaction. However, these Disseminated Kaposi sarcoma with osseous metastases in an HIV-positive patient Bruce M. Bell Jr., MD, Almas Syed, MD, Susanne W. Carmack, MD, Cody A. Thomas, MD, and Kennith F. Layton, MD KS is the most common AIDS-defi ning malignancy (4) . A low CD4 count (<200 cell/mm 3 ) and elevated HIV RNA are strong predictors of KS (9) . In the age of HAART therapy, the incidence of KS has decreased dramatically (10) . However, when the described radiological fi ndings of the spine are encountered changes are not generally appreciated on spine radiographs. On CT imaging, lytic bone lesions are typical with potential osteoblastic changes. In our case and the 10 cases from the Caponetti et al review, the spinal lesions were purely osteolytic. MRI may demonstrate nonspecifi c marrow signal abnormalities, as in our case. MRI better demonstrates potential adjacent soft tissue lesions. Th e above fi ndings are nonspecifi c and can be seen with lymphoma and osteomyelitis, which are top diff erential diagnoses for osteolytic lesions in HIV/AIDS patients (8) . Sequential thallium-201 and gallium-67 nuclear medicine studies can be useful to diff erentiate KS from lymphoma and osteomyelitis. KS will typically demonstrate uptake on the thallium-201 scan but no uptake on the gallium-67 scan. Lymphoma and osteomyelitis are typically gallium-67-avid and demonstrate uptake (1). 
